THE TREATMENT OF PROSTATIC HYPERTROPHY 
BY ENUCLEATION THROUGH A SUPRA¬ 
PUBIC INCISION . 1 

BY HOWARD LILIENTHAL, M.D., 

OF NEW YORK, 

Attending Surgeon to Mt. Sinai Hospital. 

From experience in thirty-one cases in my service at Mt. 
Sinai Hospital, I believe that the suprapubic is the safest and 
most thorough of all the operations for the relief of prostatic 
obstruction. Twenty of these cases are my own and eleven 
were operated upon by my adjunct, Dr. Joseph Wiener. An¬ 
other case seen some years ago, and the only one not operated 
upon in the hospital, resulted fatally. The patient was uraemic 
and aphasic before the operation, and died of uraemia three 
days afterwards. Perhaps a cystotomy with secondary pros¬ 
tatectomy might have saved him. I have since employed this 
two-stage method to my great satisfaction, and I believe it to 
be one of the important advantages of the suprapubic opera¬ 
tion. Operative recovery has occurred in every case of the 
thirty-one treated in the hospital, and perfect functional re¬ 
covery in all except two, and even these two patients urinate 
without the use of the catheter. In one there is weakness of 
the sphincter, so that the man can hold only about three ounces 
of urine at a lime. The other patient has a residual of from 
ten to ioo cubic centimetres, which I hope will disappear, espe¬ 
cially as the suprapubic wound has been closed only about three 
months. He does not use the catheter and is apparently a well 
man. One old man operated upon at the age of eighty died 
some months later of an intcrcurrcnt disease. All the other 
patients, of ages varying between fifty and eighty-five at the 
time of operation, were functionally cured. My first patient 


1 Read at the meeting of the New York State Medical Society held in 
Albany, February r, 1905. 
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died a few days ago of cardiac disease after nearly five years 
of perfect relief from prostatism. 

Sexual power was increased after the operation in a num¬ 
ber of instances; it was lost in none who were potent before. 
Great impairment occurred in one of my more recent cases. 
The patient, however, is a neurasthenic individual, and, 
judging by his symptoms, I am convinced that his impo- 
tcncy is of a functional nature, and I hope that the power 
will be restored. He is fifty years of age. 

Most of the patients were feeble and many had renal dis¬ 
ease and cardiac weakness; several had vesical calculi; two 
were diabetic; one was a sufferer from tabes, and after the 
failure of a Bottini’s operation it was thought that the vesical 
disorder might be of nervous origin. He was promptly cured 
by suprapubic prostatectomy. 

In view of such a record, it is but natural that I should 
prefer the operation which has made it possible. 

I will briefly give the steps of the procedure, believing 
that, if carefully followed, success will be as certain in the 
hands of others as in my own. 

There should be about two days of preparation. If there 
is cystitis, the bladder should be emptied by catheter every 
three hours day and night. Irrigation, unless there is a large 
amount of mucus, is not necessary. As an internal urinary 
antiseptic, I prefer salol in five-grain doses taken three times 
a day. Urotropin may be given when the wound is healed 
or well advanced in granulation. A little cardiac stimulation 
is usually wise, and the kidneys should be well flushed by 
copious draughts of water. 

The patient being on the table, a catheter is passed into 
the bladder, and when the viscus is empty, a rubber atomizer 
bulb is attached to the catheter. The anaesthetic is then admin¬ 
istered. In most cases nitrous oxide may be used in the be¬ 
ginning, and will frequently carry the patient safely through 
the operation. If unexpected difficulties arise, it may be fol¬ 
lowed by ether. A sagittal incision two or two and one-half 
inches long is made in or near the median line and the recti 
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retracted. The ungloved linger of the operator is inserted 
between the muscles, and the bladder inflated by the rubber 
bulb in the hands of an assistant until the viscus feels tense 
on digital palpation. The peritoneal reflection is now pushed 
up out of the way with the handle of the scalpel and held there 
with a blunt retractor. Two silk traction sutures are deeply 
placed in the vesical wall. Between these sutures the bladder 
is punctured with a narrow-bladed knife, and the opening thus 
made enlarged by stretching with dressing-forceps. Thus far 
from one to two minutes have probably been consumed without 
hurry and with no appearance of haste. The bladder is now 
explored by the finger; stones, if present, arc removed, and 
the prostate is carefully palpated. An assistant inserts his finger 
into the rectum, pushing up the prostate so that it may be 
caught firmly with volsella. An incision is then made with 
scissors into the substance of the prostate through its capsule 
and enucleation performed with the aid of two fingers. This 
should be done deliberately, freeing first the posterior part of 
the organ and being guided by the assistant’s finger in the 
rectum. If it is desired to examine the work by the eye the 
patient may be placed in Trendelenburg’s position, when blunt 
retractors or a bivalve speculum will expose the field. 

It is neither necessary nor wise to work so roughly as to 
avulse the prostatic urethra, which has been done purposely 
by some operators. For the last two years I have had each 
specimen examined by the pathologist for urethral mucous 
membrane, but none has ever been found. 

Thorough (lushing of the bladder with hot saline solution 
is followed by the packing of the prostatic portion of the 
wound with gauze. This may be done with the finger or 
through a large endoscope or proctoscope inserted into the 
wound. If hxmorrhage has been unexpectedly free, a few 
strips of gauze may be placed in the bladder to encourage 
coagulation. Perineal drainage is unnecessary. The patient, 
who has probably lost very little blood during the ten or twenty 
minutes of the operation, is put to bed with a sand-bag over 
the pubes, lu forty-eight hours the gauze may be removed, 
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a tube inserted and permanent siphonage instituted, the long 
arm of the siphon being kept full by a slow stream from a 
large irrigating bottle. The patient is thus kept dry and quite 
comfortable. If he is very feeble, so that there is danger of 
pulmonary hypostasis, it is best to get him out of bed as early 
as the second or third day. 

It is rarely necessary to pass the catheter during the con¬ 
valescence, but the bladder should be frequently flushed out 
through the siphon-tube. I usually remove this tube before 
two weeks have elapsed, and the patient soon begins to urinate 
through the natural channel. The shortest stay of any patient 
in the hospital was two weeks and the average about four and 
one-half weeks. 

An enumeration of some of the advantages of this opera¬ 
tion follows: 

It is radical; no important vessels or nerves are cut; the 
urethra is not injured. Wounding of the rectum must be ex¬ 
tremely rare. I have never seen the accident, although wound¬ 
ing of the rectum in the perineal operation must be a not in¬ 
frequent complication if one may judge by the number of 
published reports of this deplorable accident. Palpation and 
inspection of all parts of the interir: of the bladder are easy 
and accurate, and one may thus g; ,n, as in no other way, a 
perfect understanding of the mechanical conditions which cause 
the obstruction. Having decided upon suprapubic section, 
there is no need for pre-operative cystoscopy; in other opera¬ 
tions upon the prostate cystoscopy is practically a necessity. 
There is an almost total absence of shock, and the patient may 
he out of bed in forty-eight hours. No part of the urethra 
having been removed, treatment by the passing of sounds is 
avoided. Drainage is procured by siphonage and without 
perineal counteropening. The operation may be easily per¬ 
formed under nitrous oxide anaesthesia. The operation may 
be performed in two stages, which may be of enormous value 
in haemorrhage, in uraemia, or in grave sepsis of the bladder 
when catheterization is difficult or painful or dangerous. Speed 
is a most important clement in the surgery of the aged, and 
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the method here described is by far the quickest of those recom¬ 
mended for the relief of prostatism. Lastly, but far from least, 
impotency rarely supervenes. 

Great care and watchfulness are necessary during the 
course of the after-treatment if the case is to run smoothly. 

The operation itself is so simple that any surgeon who 
masters the details as here described can hardly fail of success. 



SUPRAPUBIC PROSTATECTOMY WITHOUT 
ETHER OR CHLOROFORM . 1 


nv USE OF NITROUS OXIDE GAS ANESTHESIA. 

BY JOSEPH WIENER, JR., M.D., 

OF NEW YORK, 

Adjunct Attending Surgeon to Mount Sinni Hospital. 

By removing the prostate gland through a suprapubic 
incision under nitrous oxide gas in a few minutes, we are 
enabled to-day to cure many patients who only a few years 
ago would have been looked upon as incurable. Suprapubic 
prostatectomy under nitrous oxide gas can be safely under¬ 
taken in the most desperate cases. Neither nephritis, nor cys¬ 
titis, nor diabetes, nor advanced old age, are contraindications. 
Any man who is able to take nitrous oxide gas for ten minutes 
can safely have the operation performed. 

We do not say that the suprapubic operation is the most 
desirable one in every case. But we do say, and say most 
emphatically, that the suprapubic operation is a safe, an easy, 
and a most satisfactory operation in any and every case of 
prostatic hypertrophy. I was told last winter that it was im¬ 
possible to remove, by this method, a small, hard prostate 
under nitrous oxide gas in a few minutes. In Case VIII of 
this series, I removed a very small, hard, firmly adherent pros¬ 
tate in nine minutes. There is not the slightest doubt in my 
mind that any prostate, large or small, soft or hard, adherent 
or non-adherent, can be readily removed in a few minutes by 
the suprapubic operation. I grant that a good deal of physical 
strength and some experience are requisite. But, surely, 
neither physical strength nor experience arc contraindications 
to the performance of any operation. In a former paper I 
stated that I did not know of any contraindications to the 


1 Read 1»y invitation before the Eastern Medical Society. 
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operation, if it were performed under nitrous oxide. In¬ 
creased experience but serves to substantiate the correctness 
of that claim. Not only have I been fortunate enough to have 
lost no case, but I can truthfully say that I have never seen a 
severe luemorrhage, or a bad infection, or any shock, follow 
the operation. Of all the numerous objections made to the 
operation, by those who do not perform it, there is only one 
worthy of consideration. The former dangers of the opera¬ 
tion due to the anaesthetic, to haemorrhage, to shock, to sepsis, 
are not worth discussing to-day, because they no longer exist. 
There is no severe haemorrhage, there is no sepsis, and there 
is absolutely no shock following the operation under laughing 
gas. 

It is not true that more of our cases are impotent than 
after the perineal operation. Most of the cases that were 
potent before the operation remain so after the operation. One 
of my patients had sexual intercourse eight weeks after his 
prostate had been removed. Can we ask for a more rapid 
return of sexual power? 

The one and only objection that I have had to the opera¬ 
tion was the length of time the wound took to heal. True it 
is that the perineal wound takes just as long, but two wrongs 
do not make a right. We have been devoting much thought 
to the subject of shortening the time of after-treatment. While 
it is too early to speak definitely, I think I can say with some 
assurance that in future the suprapubic wound will be made 
to heal in a shorter time than in the past. By a novel method 
which I have under trial, I was enabled to have the bladder 
wound heal in nineteen days. Moynihan, of Leeds, has re¬ 
cently stated that the average length of time in his cases had 
been twenty-seven days. Do the sinuses heal more rapidly 
after the perineal operation? 

Some surgeons have declared that we ought to use the 
cystoscopc before operation, and by the cystoscopic picture 
decide whether a suprapubic or a perineal operation should be 
undertaken. If we find a large middle lobe projecting into 
the bladder, we arc told the suprapubic operation is indicated. 
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If the lateral lobes are enlarged downward towards the peri¬ 
neum, then the perineal operation, we are told, is the operation 
of choice. Personally, I have never made a cystoscopic exami¬ 
nation in the presence of marked prostatic hypertrophy, and 
I hope I never will. The cystoscope is not only an unnecessary, 
but often a dangerous instrument in cases of marked hyper¬ 
trophy of the prostate. We can always make the diagnosis 
without it; the information it gives ns is often inconiplete and 
misleading, and its introduction is not rarely followed by an 
acute cystitis, the very complication we do not want at the 
time of operation. The less traumatism to the urethra and 
bladder before the operation, the shorter the after-treatment, 
and the more satisfactory the result. If possible, I avoid even 
passing a catheter before operation. The bladder and urethra 
in these cases resent all manipulation, and, until we are ready 
to open the bladder and drain it, our guiding principle should, 
we take it, be masterful inactivity. 

Regarding the dangers of removing some of the prostatic 
urethra in doing the suprapubic operation, they are entirely 
theoretical. No bad results whatever have been observed. 
Moynihan claims that he gets better results when he removes 
some of the urethra with the prostate. I have done this in 
several cases, and have had complete cures result. 

The cases I have to report are unsclected consecutive cases. 
The youngest of the patients was fifty-four years old and the 
oldest eighty-two years. The average age was sixty-eight 
years. Most of the patients were in poor condition at the time 
of operation. Moreover, two of them were old diabetics, and 
another of them was having daily chills due to his infected 
bladder. Nitrous oxide gas was used exclusively in all cases. 
Several of the patients would probably not have made good 
recoveries had ether or chloroform been employed. The tech¬ 
nique of the operation I have described in a former paper. 
The time of operation has varied from nineteen minutes, in 
one of the earlier cases, to five minutes in one of the later 
'cases. The average length of time for the operation has been 
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ten minutes. Most of the patients have required gas only 
during part of the operation. 

In two of the cases, V and VII, a preliminary suprapubic 
cystostomy was performed, and the bladder drained for some 
time before the prostate was removed. And that is just one 
of the great advantages of the operation,—that we can, in 
badly infected cases, or where an active luemorrhage is going 
on into the bladder, first drain the bladder by a suprapubic 
incision, and then through the same incision remove the pros¬ 
tate in a few minutes. In this way even the most desperate 
cases can be completely cured. 

Case V, an old gentleman of seventy-five years, had been 
cathcterizing himself day and night for five years, and had had 
repeated attacks of orchitis and cystitis. When I saw him 
with Dr. H. S. Stark he was having a daily chill, accompanied 
by fever, anorexia, irregular pulse, and marked general de¬ 
pression. The urine withdrawn by catheter was 50 per cent, 
pus, and the catheter had to be passed every two hours. The 
man was thought to he dying, and I was asked to see him, not 
with the idea of operating on him, but simply to satisfy the 
relatives. Through a suprapubic incision the bladder was 
opened and drained for eleven days. Then, through the same 
incision, under nitrous oxide gas, the entire prostate was re¬ 
moved in eight minutes, and the man made a splendid recovery. 

The other case in which I did a preliminary cystostomy 
was in Case VII. The patient was also seventy-five years old. 
When I saw him with Dr. Dinkclspiel, his bladder was enor¬ 
mously distended with urine and blood-clots, and it could not 
be thoroughly emptied. The general condition was none too 
good; accordingly I performed suprapubic cystostomy, and 
removed a handful of clots. Eight days later, through the 
same incision, I removed the entire prostate in just two min¬ 
utes. This man also made a good recovery. It is, we believe, 
beyond cavil that both of these patients would probably have 
died had a perineal operation been done under ether or chloro¬ 
form. And it is in just such cases as these, where we operate 
in two stages, that we achieve the most brilliant results. And 
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it is just for the desperate cases, in which only a few years 
ago no operation would have been undertaken, that I would 
most strongly recommend the suprapubic operation. If a man 
is not much over sixty, and is in good general condition, a 
perineal operation under ether or chloroform may safely be 
undertaken. But if a man is over seventy and in poor condi¬ 
tion, especially if he have nephritis or diabetes, then the supra¬ 
pubic operation under gas is ideal. 

Mortality .—In experienced hands suprapubic prostatec¬ 
tomy, especially if done under gas, must give a very small 
mortality. I have been fortunate, in spite of the desperate 
condition of some of my cases, in saving them all. Increasing 
experience has taught us valuable lessons both in regard to the 
technique of the operation and in regard to the after-treatment. 

SYNOPSIS OF CASES* 

Case I.—VV. N., eighty-two years old, referred by Dr. Max 
Rosenthal. Three weeks before 1 saw him for the first time, lie 
had been suddenly seized with retention of urine. Following this 
attack there had been complete retention until the time of opera¬ 
tion. High up in the rectum a large prostate could be felt. 

Operation .—January 28, 1903, under gas, the entire prostate 
was removed through a suprapubic incision. A strip of gauze 
and a drainage-tube were inserted into the bladder. The time of 
operation was fourteen minutes. The prostate was two and a 
half inches in diameter, and it was traversed by the prostatic 
urethra. Recovery was uneventful. 

Case II.—S. S., sixty-five years old, referred by Dr. R. G. 
Wiener. In July, 1902, the man was seized with severe pain in 
the region of the bladder, together with very frequent urination, 
accompanied by straining. The prostate was moderately enlarged 
and tender. Attempts at catheterization were unsuccessful, and 
were followed by bleeding. Following this attack there were 
repeated attacks of a similar nature, gradually increasing in fre¬ 
quency. Nocturnal dribbling of urine set in, and became a dis¬ 
tressing symptom. In May, 1903, the prostatic enlargement had 
become more marked, and there were twenty-two ounces of 
residual urine. I 1 

* For detailed account of cases, see author's former paper, Journal of 
American Medical Association, May 14, 1904. 
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Operation .—May 6, 1903, under gas ana:sthesia, a suprapubic 
prostatectomy was performed in seventeen minutes. The prostate 
was as large as a lemon, and was traversed by the prostatic 
urethra. With the exception of a slight infection around the right 
spermatic cord, recovery was complete and uneventful. 

Case III.— W. C., fifty-seven years old, was referred to me 
by Dr. J. D. KhodofF. The doctor had on numerous occasions 
found glucose in the urine. During his stay at the hospital no 
glucose was found. The man complained of gradually increasing 
pain and frequency of urination, until he had to urinate every 
ten or fifteen minutes during the day and four or five times at 
night. Rectal examination revealed a moderately large prostate. 

Operation .—July 6, 1903, under gas, a firmly adherent pros¬ 
tate was removed in nineteen minutes with great difficulty. 
Owing to the fact that we did not pass sounds, a stricture of the 
prostatic urethra resulted, and a perineal section had to be done. 
This was followed by some incontinence of urine, hut the man 
finally made a good recovery. 

Case IV.—S. S., sixty-three years old, was referred to me 
by Dr. S. Brcitcnfeld. The man had had diabetes for several 
years, at times as much as 1.5 per cent, of glucose was present. 

Five days before the operation, on rising in the morning, 
the man was surprised to find that he was unable to urinate. 
Thereafter he had to be cathetcrized regularly. By rectum a very 
large, tender prostate could be felt. The urine contained a trace 
of albumen, 1 per cent, glucose, and many red blood-cells. 

Operation. —O11 September 4, 1903, under gas, the entire 
prostate was removed in eight minutes. The gland was as large 
as an orange, soft in consistency, and the urethra ran through it 
near its anterior surface. Owing to the fact that the man had 
diabetes, the wound healed slowly. However, the man made a 
perfect recovery; and, although he is still suffering from dia¬ 
betes, he has had no symptoms referable to the bladder. 

Case V.—M. L. M., seventy-five years old, referred by Dr. 
Henry S. Stark. In 1898 he suffered for two months from fre¬ 
quent and painful urination. Following this attack the patient 
had been catheterizing himself day and night for five years. 
During this time he had had frequent attacks of cystitis and 
orchitis. At the time I saw him his condition was desperate. 
He was having daily chills, his pulse was poor, and the general 
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condition wretched. The urine was loaded with pus, and the 
catheter had to be passed every two hours. In view of the man’s 
desperate condition, a radical operation was out of the question. 
As a palliative procedure, suprapubic cystostomy was determined 
upon. 

Operation .—September 15, 3903, this operation was carried 
out. The temperature gradually became normal, and the pus dis¬ 
appeared from the urine. Eleven days after the preliminary 
operation, the large firmly adherent prostate was removed in eight 
minutes. The tumor consisted of two lateral lobes, each the size 
of a small plum, and about an inch of the urethra ran through the 
gland. The man made a perfect recovery. He gained thirty-five 
pounds in weight; he was able to hold his water four hours 
during the day and six hours at night, and there is no residual 
urine. This is the most striking case of the scries. No one, we 
believe, will deny that a perineal operation under ether or chloro¬ 
form would have promptly brought about the death of the patient. 

Case VI.—A. M. R., seventy-two years old, was referred to 
me by Dr. Joseph Anderson. There had been gradually in¬ 
creasing frequency of urination until a week before operation. 
Thereafter there had been complete retention. Catheterization 
was followed by bleeding. 

Operation .—On January 22, 1904, under gas, the large pros¬ 
tate together with eight small calculi were removed. The entire 
operation, from the time that the knife was taken in hand until 
the packing was introduced into the bladder, took exactly six 
minutes. Recovery was complete and uneventful. 

Case VII.—S. M., seventy-five years old, was suddenly un¬ 
able to pass any urine on April 4, 1904. Attempts at catheteriza¬ 
tion were followed by considerable bleeding. On April 7, 1904, 
when I saw the man with Dr. Dinkclspiel, the bladder was dis¬ 
tended with urine and blood-clots, and it was not possible to 
empty it completely. Accordingly I performed suprapubic cystos- 
toniy under gas, and removed a large number of clots. The 
bladder was drained for ten days. I then removed the entire 
prostate through the same incision in less than two minutes. The 
prostate was as large as a lemon and the urethra ran through 
its centre. The wound healed completely and remained healed 
for some time. Recently, probably in consequence of a very 
pendulous abdomen, the lower angle of the wound reopened, and 
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there was sonic leakage of urine. The wound is again healed, 
and I have advised the use of an abdominal supporter. 

Case VIII.—A. N., fifty-four years old, referred by Dr. C. 
Theobald. There was a history of gradually increasing frequency 
of urination, associated with considerable pain. Prostate only 
slightly enlarged; no cystitis. Prolonged medical treatment had 
been of no avail. 

Operation.— On June 30, 1904, under gas, a small, hard ad¬ 
herent prostate was removed with some difficulty in nine minutes. 
A small portion of the urethra which ran through the tumor was 
also removed. The bladder wound was closed by secondary 
sutures according to a method which will be described at a later 
day. Nineteen days after operation no more urine came through 
the suprapubic wound. Complete recovery was uneventful. 
Eight weeks after the operation the man had sexual intercourse. 

Case IX.—M. R., sixty-seven years old, referred by Dr. 
Breitenfeld. During six years prior to operation there had been 
increasing frequency of urination. During the past year urina¬ 
tion had become more and more painful. The man had to urinate 
every half-hour during the day and frequently at night. The size 
and force of the stream had steadily diminished. By rectum a 
soft, uniformly enlarged prostate was felt. 

Operation .—On September 2, 1904, a prostate as large as a 
lemon, together with some of the prostatic urethra, were removed 
under gas in five minutes. Secondary suture of the bladder was 
done. Recovery, which was delayed by an exudate in the pre¬ 
vesical space, was otherwise complete and uneventful. 

Case X.—E. S., sixty-five years old, was referred to me by 
Dr. S. Kolin. During the two years prior to the time he came 
under observation, the man had noticed that his stream of urine 
was becoming smaller. There had been gradually increasing 
frequency of urination. Urination had become so painful that 
the man was incapacitated for work. The prostate was found 
very much enlarged, and the bladder extended two inches above 
the symphysis. 

Operation— On October 6, 1904, under gas, a prostate the 
size of a small lemon was readily removed in seven minutes. The 
urethra ran through the anterior part of the gland. Eight min¬ 
utes were devoted to suture of the bladder and muscles, and 
drains were introduced. Two days later the drains were removed 
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and the remaining opening in the bladder was sutured. The man 
is making a rapid recovery. 

We believe that the good results we have been fortunate 
enough to obtain have been due to the following facts: 

1. No instrumentation to urethra or bladder before opera¬ 
tion. 

2. The use of nitrous oxide gas exclusively as an anes¬ 
thetic. 

3. Rapid work. 

The value of nitrous oxide gas and of rapid work in 
these old prostatic cases cannot, we believe, be overestimated. 
In two of the cases we owed the recovery of our patients to 
the fact that the operation was undertaken in two stages, and 
without the use of ether or chloroform. 

Note. —Since writing the above paper, I have performed 
suprapubic prostatectomy under nitrous oxide gas for the eleventh 
time. Mr. J. L., sixty-six years old, was referred to me by Dr. 
F. Focrster. For seven years the patient had had complete reten¬ 
tion, and had been cathctcrizing himself day and night. During 
these years he had had several attacks of cystitis and orchitis. 
The bladder had become progressively more irritable until the 
catheter had to be passed every hour day and night. During the 
three months prior to operation the patient’s general condition 
had become much impaired, and he had lost fourteen pounds in 
weight. The urine was alkaline and contained considerable pus. 
The prostate, which was as large as a lemon, was removed in the 
usual manner. The bladder was trabcculated and contained sev¬ 
eral calculi, one of which was so firmly embedded in the wall of 
the bladder near the fundus that it had to be scooped out with a 
sharp spoon. The removal of this calculus through a perineal 
incision would, we believe, have been impossible. Convalescence 
was free from complications, the wound is healed, and the patient 
is able to hold his water several hours. 
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THE RESULTS OF TWO YEARS* EXPERIENCE AND REPORT OF SEVENTY-FIVE 
CASES. 

BY HUGH H. YOUNG, M.D., 

OF BALTIMORE, MARYLAND, 

Associate Professor of (Jenito-Urinary Surgery, The Johns Hopkins Hospital University. 

The time seems to be ripe for a study of results, aud it 
is my intention to-day to give a summary of the results ob¬ 
tained by prostatectomy through the perineal route by the tech¬ 
nique previously described by me. (Journal of the Ameri¬ 
can Medical Association, October 24, 1903, February 4, 1905; 
Monalsberichte fur Urologic, 1904, Band ix, Ilefte 5, 6.) 



Fig. 1.—The inverted V cutaneous incision. 


In these papers the technique of the operation has been 
so fully detailed that I will not now make a repetition of its 


1 Read before the New York State Medical Society, February 1, 1905. 
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various steps. Suffice it to say that the enucleation of the 
prostatic lobes is accomplished as shown in the accompanying 
drawings: Fig. i shows the inverted V cutaneous incision, 
each branch of which is about two inches long. This incision 
is simply carried through the fat and superficial fascia, the 
remainder of the operation proceeding by blunt dissection with 
the finger or handle of the scalpel, with the exception of those 
median line structures, the central tendon and recto-urethralis 
muscle which require division. In this way the posterior sur¬ 
face of the prostate is exposed with no more injury than 
through a median perineal incision, and one has the great 
advantage of being able to retract the rectum much better, thus 
giving a much closer and wider exposure of the prostate. The 
technique is not an “ extensive dissection of the perineum” at 
all. Indeed, no important muscles are divided, and the wound 
heals as rapidly as a median one; in fact, it is the same, with 
the exception of the cutaneous portion. 

Fig. 2 shows the retraction of the rectum, the exposure 
of the membranous urethra behind the triangular ligament, 
and the urethrotomy, performed on a grooved staff prepara¬ 
tory to the introduction of the tractor. (Fig. 3.) Great 
care should be taken to engage with sutures (or, better, with 
artery forceps) the mucous membrane of the urethra before 
attempting to introduce the tractor. After its introduction 
into the bladder, the blades are opened out (Fig. 4) and 
traction made, as shown in Fig. 5, thus bringing the prostate 
down into the wound, so that its posterior surface is presented. 
The capsular incisions which are made so as to leave the 
“ median ejaculatory portion” undisturbed, as shown in Fig. 5, 
should be made about one and one-half centimetres deep, after 
which the external enucleation of the capsule (Fig. 6) and the 
internal enucleation of the urethra from the lateral lobes can 
be carried out with a blunt dissector. After the capsule and 
urethra have been thoroughly freed from the lobes, the deeper 
enucleation can best be done with the index-finger. In this 
procedure the tractor is often of the greatest service in draw¬ 
ing the prostate well into the wound, marking out the course 
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of the urethra, and indicating when the enucleating finger 
approaches the vesical mucous membrane. The fenestrated 
blade is so easily palpated through the mucous membrane when 
the intravesical portion of a lateral lobe is reached, that one 
is at once placed on his guard and should rarely make a tear 
in the thin mucous membrane covering it. I now find the lobe 



Fig. 3.—'The Iractor, dosed. 



forceps, shown in Fig. 6, rarely necessary for the enucleation 
of lateral lobes, the tractor and finger generally sufficing. The 
use of ordinary forceps on the lateral lobes with traction gen¬ 
erally leads to tearing them into multiple pieces. Each lobe 
should he removed in one piece, if possible. Morcellement is 
nearly always a poor technique to employ and unnecessary. 
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If a median lobe or bar is present, it can generally be 
removed by engaging it with one blade of the tractor, making 
traction and rotating at the same time. This will generally 
cause the lobe to present in the left lateral cavity (Fig. 7), 
where it can be engaged with the small lobe forceps, or, if it 
is too small for these, by some small toothed forceps, and 
enucleated or cut away with scissors. 

If it is too small to be engaged with the blade of the 
tractor, this instrument may be removed and the index-finger 
of the left hand inserted through the dilated urethra and used 
as a tractor, as shown in Fig. 8. 

In certain cases in which a fibrous median bar or lobe is 
impossible to remove by the technique described above (in 
which every effort has been directed to leave the “ ejaculatory 
bridge” undisturbed), it may be necessary to deliberately cut 
through the capsule covering the ejaculatory ducts, and thus 
expose and enucleate or excise the median prostatic enlarge¬ 
ment, as shown in Fig. 9. This can be done without cutting 
into or removing the urethral floor. The objections to this 
method are that it destroys the ejaculatory ducts and leaves 
the torn ends of the vasa deferentia opening into the wound, 
which nearly always becomes suppurative in a few days, thus 
inviting an ascending infection, epididymitis, etc. 

I feel sure that the frequent occurrence of epididymitis in 
the cases of Albarran, Murphy, and others, is due to the fact 
that the ducts are destroyed, and their natural protective valve- 
like urethral orifices replaced by patent torn ends of the vasa 
opening into a suppurative cavity. 

If a vesical calculus is present, it can be removed without 
tearing away the urethral mucous membrane by simply dividing 
the lateral wall of the urethra and dilating the vesical neck, 
as shown in Fig. 10. In this way I removed a stone measuring 
two inches in diameter. Although unnecessary, the divided 
urethral wall was sutured in this case. 

In some cases simple dilatation of the prostatic urethra 
will suffice for the insertion of forceps and the removal of the 
stone. 








Fi<;. 6.—Knuclcalion of lobes. Forceps in position. 




of middle toheiMo cavity of left lateral lobe. 







j.*h;. jo.— show it IK division of lateral wall of urethra to allow extraction of lar«e calculus 
through lateral cavity. 
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After completion of the operation upon the prostate, a 
double drain (two catheters tied together) is inserted into 
the bladder, fastened by a suture at the apex of the skin wound, 
and continuous irrigation begun. The lateral cavities are 
packed with gauze, but no extracapsular packing used. 

The index-finger of the right hand encased in a rubber 
glove is then inserted into the rectum, and its anterior wall 
examined by palpation with the other index-finger. If the 
operator has been careful to divide the rccto-urethralis muscle, 
and to hug the membranous urethra and capsule of the pros¬ 
tate, no injury should he found. It is nevertheless advisable 
to support the naturally thin rectal wall by drawing together 
the separated edges of the levator ani muscles, which form its 
normal covering. Only one catgut suture is necessary to thus 
restore the perineum and keep the rectum from being pressed 
upon by the packing, which is removed on the second day 
along with the tubes. 

The after-treatment consists in abundance of water by 
mouth (or infusion), getting the patient out of bed as soon 
as possible, and avoidance of instrumentation. 

Results .—During the past two years I have operated by 
this method 75 cases. Their ages were as follows: Over 80 
years, 4 (81, 82, 82, 87). Between 70 and 79 years, 23; 
60 and 69 years, 29; 50 and 59 years, 14; under 50 years, 5. 

Mortality .—Among these seventy-five cases there were 
no deaths definitely attributable to the operation, in that all 
reacted well and convalesced satisfactorily for at least two 
weeks after the operation. I believe, however, that all deaths 
should be included, and therefore place in the mortality column 
the four deaths which have occurred. 

Case I.—Man aged eighty-one years, entered the hospital 
with a bladder holding about three litres, could not be cathc- 
terized, was aspirated for four days, perineal prostatectomy then 
performed, with satisfactory convalescence for three weeks. After 
that the patient gradually became urxmic and died five weeks 
after the operation. 
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Case II.—Man aged seventy-two years, in good condition. 
Perineal prostatectomy, reacted well, out of bed and walking 
in a week, fistula closed under two weeks, and patient ready to 
go home. On fourteenth day patient in excellent condition, void¬ 
ing urine naturally. High enema given on account of constipa¬ 
tion; immediately afterwards sinking spell and death in a few 
minutes. Autopsy, pulmonary embolism. Bladder and kidneys 
in good condition. 

Case III.—Man aged seventy-six years, entered hospital with 
complete retention, nausea, vomiting, high fever. Had had 
nausea, vomiting, and symptoms of chronic uraemia for six 
months. Catheterization and drainage for about ten days, con¬ 
dition somewhat improved. Perineal prostatectomy, reacted well, 
after a few days recurrence of nausea, vomiting, inability to take 
nourishment for two weeks. Death. Autopsy, double pyohy- 
dronephrosis, ureters dilated to size of thumb. 

Case IV.—Man aged eighty-seven years. Very large pros¬ 
tate, patient in good condition. Perineal prostatectomy, patient 
reacted well. Walking during the second week, temperature 
normal, convalescence good. Sudden development of cough, 
fever, signs of bronchitis on twenty-first day after operation. 
Transferred to medical department. Rapid spread of consolida¬ 
tion, death on the twenty-fifth day. Double pneumonia. 

In reviewing these cases, I feel satisfied that no other 
treatment could have saved Cases I and III, and that in Cases 
II and IV the operation contributed only indirectly to the 
development of the fatal disease. 

Should the rule of one well-known prostatcctomist “ not 
to include patients dying after six days” be accepted as the 
criterion, I might here claim no mortality. I feel, however, 
that it is only right to include all cases. This series shows that 
the operation itself is practically free from mortality, other 
than such accidents as might follow any operation. 

Restoration of Voluntary Urination .—Even when the 
catheter had been used for years, these patients are now able 
to void urine naturally in all cases. In only two of the seventy- 
five cases is there residual urine of any consequence, in both 
of which about 300 cubic centimetres still remain after urina- 
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tion. Of the other cases the highest amount obtained now by 
catheter is about thirty cubic centimetres. 

The obstruction may be said to have been completely 
removed in all cases but these two. In one of these the cysto- 
scope shows a small transverse fold of mucous membrane in 
the median portion of the prostate, in the other a small 
rounded intra-urethral lobule is to be seen. In both of these 
cases greater care at the operation would probably have de¬ 
tected and removed these obstructions, so that it may justly be 
said that normal free urination can and should always be 
established after the operation. In a number of cases, cys¬ 
titis and contracture of the bladder exist, and more or less 
frequent urination is the result. These cases can probably be 
cured by hydraulic dilatation. If an unusual frequency of 
micturition is present after the operation, the patient should 
not be discharged without an investigation being made to see 
whether the bladder is markedly contracted or not, and if it 
is, treatment should be instituted to enlarge its capacity. 

Continence of Urine .—In some cases urine was voided 
at intervals, with no period of incontinence, immediately after 
the removal of the drainage-tubes on the second or third day. 
As a rule, there has been an incontinence for several days, and 
in two instances a weakness in the sphincters was manifest, 
when the bladder became full, for several months. One of 
these is now well, and the other has no incontinence at night. 
No case of continual incontinence has occurred among these 
seventy-five patients. 

In only one case has anything like a stricture of the 
urethra developed after the operation. In this case the median 
portion of the prostate was removed, as shown in Fig. 9, and 
in so doing, a portion of the floor of the prostatic urethra 
was accidentally excised. Ilis physician reports that he found 
a stricture which was easily dilatable. I have not personally 
observed any case of stricture following the operation, and 
feel that the reported presence of only one case shows that 
instrumentation is entirely unnecessary as a routine procedure 
after the operation. 
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Preservation of Sexual Powers ,—I have endeavored to 
hear from every patient, so as to find out what effect the opera¬ 
tion has had on his sexual puissance. 

I will tabulate the replies of those who claim to have had 
normal sexual powers before the operation. Of these: 

Four were under 50 years of age. Three have erections 
and normal coitus; one has impregnated his wife; one has 
no erections. 

Six between 50 and 59 years. Erections present, 5; 
coitus successful, 4; erections feeble, 1. 

Fifteen between 60 and 69 years. Erections present, 10; 
coitus successful, 6; coitus not attempted, 4; erections not 
present, 5. 

Six between 70 and 79 years. Erections present, 4; erec¬ 
tions not present, 2. 

Those cases in which the sexual powers were not present 
before operation need not be considered. A glance at the 
tabulation above shows that in a large proportion of the cases 
the erections and sexual puissance have been maintained after 
the operation. There arc, however, a certain number of cases 
in which erections have not yet reappeared. 

What effect the preservation of the prostatic urethra, the 
verumontanum, and the ejaculatory ducts may have upon erec¬ 
tions and ejaculations can be surmised by a comparison of 
these results with those of Albarran and of Murphy, who cut 
away these structures in their operations, and have reported an 
absence of erections or sexual puissance in nearly all cases 
after the operation. 

Fistula .—The perineal fistula has usually healed within 
two weeks. In a few instances it has closed within eight days. 
In only two cases that I know of has it persisted. In one of 
these the prostatic tissue removed has been found to be car¬ 
cinoma. 

Of the four cases of recto-urethral fistula which I reported 
in my last paper, all have, I am happy to say, been cured by 
subsequent operation. After failing in several attempts at 
closure, I have finally adopted the plan of supplying supra- 
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pubic drainage before closing the rectal and urethral openings 
separately. In this way the purulent urine is diverted from 
the sutured urethra, which is thus given a rest, and heals 
promptly. The suprapubic cystotomy adds nothing to the 
gravity of the operation, and has changed the results obtained 
from constant failures to constant successes. 

These fistula: occurred in men whose vitality was very 
poor (one had diabetes) ; but I believe that at least two would 
not have occurred but for the placing of packing against the 
unprotected rectum. 

In the last thirty-five cases in which the levator ani muscles 
have been reapproximated by a catgut suture, and care has 
been taken to have no gauze press upon the rectum, there has 
been no case of rectal break-down. 

In closing, I will say that after about 200 operations on 
account of hypertrophied prostate, among which were eighty- 
five Bottini operations with six deaths, twenty suprapubic pros¬ 
tatectomies with three deaths, I have come to the conclusion 
that for most cases perineal prostatectomy is the safest and 
surest and quickest method of curing the patient. That whereas 
the Bottini method is the simplest and quickest for a certain 
limited number of cases, which can best be determined by the 
cystoscope, it is not so safe, and nothing like so uniformly sure 
of relieving the obstruction as the perineal enucleation. The 
suprapubic route may be used in certain large intravesical 
lobes. 

I wish to state again my belief in the great advisability 
of a careful preliminary cystoscopic examination. In this way 
only have I been saved from several serious blunders. 

The recognition of diverticula, incarcerated calculi, 
pedunculated prostatic outgrowths, and early carcinoma of the 
prostate cannot be made without the cystoscope, and an 
accurate mapping out of the prostatic enlargements is of great 
advantage in performing a perineal operation where careful 
preservation of important and non-obstructive structures is 
the aim of the operator. 



